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INITIAL COMMENTS

This visit was a Hospice state complaint
investigation survey.

Complaint number: INO0102491 - Substantiated:

No deficiencies related to the allegation are cited.

Survey date: February 13, 2012
Facility number: 008883
Medicaid vendor number: 200141740A

Surveyor: Kelly Ennis, BSN, RN, Public Health
Nurse Surveyor

Aseracare Hospice is in compliance with IC
16-25-3 and the Conditions of Participation 42
CFR 418.54 Initial and Comprehensive
Assessment as related to this complaint.

Quality Review: Joyce Elder, MSN, BSN, RN
February 16, 2012
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